SUMMARY
this review attempts to address avoidable factors affecting postoperative morbidity.
In our unit we followed the faculty document 'Care of Patients Recovering from Anaesthesia Related to Day Surgery', 3 and thereby automatically established criteria for appropriateness for discharge.
METHOD
Theatre records of the Day Surgery Unit (DSU) for the years 1984 to 1990 were scrutinized for those patients who required hospital admission. The medical records of these patients were thoroughly reviewed to determine the cause oftheir admission. Total numbers of procedures performed in each specialty were also recorded from the DSU Admission Register. Results were analysed according to specialty, type of operation, and reason for hospital admission. Special attention was given to the subspecialty causing the highest incidence of admission (gynaecology).
RESULTS
During the period of our survey 18,321 patients were treated in the DSU. Of these, 225 patients required hospital admission for various reasons (Table 1 ). Figure 1 represents the type of anaesthesia or sedation administered to the patients who were admitted to the hospital. Admissions are divided into three categories: anaesthesia-related (Table 2) , surgery-related (Table 3 ) and miscellaneous (Table 4 ). In Table 2 there were twenty admissions. In the subgroup of 'further recovery', these patients were operated in the afternoon theatre sessions and at the end of the day they failed to satisfy the discharge criterion. These are patients in whom no specific problem was diagnosed but were too drowsy or felt faint on standing and therefore were not ready for discharge.
There were six admissions in the subgroup 'nausea and vomiting'. They had experienced similar problems after previous general anaesthesia, and it was therefore decided to admit them for the administration of anti emetics and fluid therapy and overnight observation.
In the third subgroup of 'prolonged and difficult general anaesthetics' there were five admissions. Three of these patients had anaesthesia over two hours (unexpected difficulty in extraction of impacted molar teeth) and two developed severe laryngeal spasm after induction and required intubation and ventilation. In Table I it is apparent that a high admission rate attends gynaecological surgery (4.8%) and accounts for 44.4% of the total number of admissions. This is comparatively higher than other published data. 4 It was interesting to note that in the breakdown of gynaecological cases there were three main groups, namely dilatation and curettage, laparoscopic procedures and a miscellaneous group including cervical suture, cone biopsy, colposcopy, suction curettage, etc. Of these three groups, laparoscopy provided 49.2% of the caseload, and accounted for 64% of hospital admissions in the gynaecological subspecialty and 28.4% of the total admissions. We attempted to determine the contributing factors in this high morbidity group.
Thirteen out of 64 complications (20.3%) related to visceral perforations (Table 3) , while other common complications included haemorrhage, procedures more extensive than first thought, inability to perform laparoscopic tubal occlusion necessitating mini-laparotomy due to adhesions, and patient problems such as obesity. The remaining 36 non-Iaparoscopy related admissions were for a mixture of conditions, e.g. unexpected hysterectomy following cone biopsy, vulval haematoma following marsupialisation of Bartholin's cyst, and intra-abdominal haemorrhage. The overall number of hospital admissions is still less than published data from a similar hospital-based unit. 5 In the general surgery group, there were 35 admissions (0.6% of all surgical cases). This figure compares favourably with other published data. 6 Interestingly, urological surgery resulted in a high percentage of admissions (4.5% of the urological caseload and 15.5% of total admissions) which reflects on the patient age group, incidence of intercurrent diseases such as ischaemic heart disease, chronic renal failure, airways disease, diabetes mellitus and chance of progression to further surgery.
Ninety-three per cent of the urological patients were more than 65 years of age, and the procedures therefore performed included cystoscopic examination, bladder-neck incision, treatment of urethral stricture, hypertrophied prostatic gland and recurrence of bladder tumours. Of the 35 admissions in this group, 21 progressed to further surgery or 60% of the total admission in this group of patients (11 required minor transurethral resections of prostatic gland, four needed bladderneck incision and six patients had recurrence of bladder tumour requiring multiple diathermy and catheter drainage). It is also crucial to assess carefully the fitness for anaesthesia of this group of patients, as minor complications may have major sequelae and the concept of risk-v er sus-benefit is of great importance.
In Table 3 there were one hundred and eleven admissions for surgery-related causes. There were two distinct categories noted in this group. Fortynine of these admissions (21. 7% of total admissions) were due to performance of 'more extensive surgery'. These were due to discovery of major pathology previously undiagnosed. These include almost all branches of procedures, e.g. laparoscopic findings of abdominal adhesions, ovarian cysts, ectopic pregnancies, appendicitis; performance of septoplasty, submucous resection, intranasal antrostomy, nasal polypectomy during ENT surgery; meatotomy during circumcision; wide and multiple excision of skin lesions; malignant tumours from skin; excision of suspected malignant lesions during endoscopic procedures. In the second group 'observation for postoperative bleeding', there were thirty admissions (13.3% of total admissions). These were again noted in almost all branches of surgery, e.g. dilatation and curettage, suction curettage for termination of pregnancy, cone biopsy, urethral stricture requiring dilatation, and bleeding from dental sockets.
Admissions in relation to postoperative pain and bleeding are quite high in our study (45 out of 225 cases or 20.4% of the total admitted cases (Tables 3  and 4 ). When operative procedures are thought to be suitable for day-only basis, it is assumed that these procedures will not be complicated by either excessive bleeding or excessive pain. Unfortunately both these complications can occur in day-only procedures, particularly when gynaecological or urological surgery is undertaken. 6 It may be both difficult and unsafe for patients to be managed at home, in which case hospital admission is indicated.
In the miscellaneous group we have included all other admissions, the incidence of which again is comparable to available data. An interesting group labelled 'social admissions' accounted for thirteen admissions (5.8% of total). In most of these it was found that the patient failed to meet the criterion of having a responsible adult taking him or her home and supervising the first postoperative night. This is an important criterion for the patients' admission into the day-surgery unit. Unfortunately this has occurred despite written advice and verbal instruction to the patients during the time of their admission in the day-surgery unit.
DISCUSSION
The purpose of day-surgery facilities is to relieve pressure on hospital beds and to make the process of surgery more convenient, less traumatic, and hence more acceptable to the patients and their families. One way of assessing the success of these aims is to ascertain the admission rate attending this type of surgery.
In our survey 1.2% of all patients attending the unit required hospital admission, either for observation, continuing management of their condition, or as a result of unforeseen complications attributable to surgery performed. Our figure is higher than comparable studies suggest, possibly as a result of the wide variety of services offered by the unit.
Free-standing centres may select patients of lower risk, whereas hospital-based units may allow patients of higher risk in the belief that bed availability is not an issue. Proceduralists having privileges at both hospitals and day surgery units may also have a lower threshold for hospital admission. Surgeons may be likely to perform more extensive operations if they can be confident that a hospital bed is obtainable if required.
I t is not surprising that the elderly form a group at greater risk of hospital admission, generally as a result or urological surgery and gastrointestinal endoscopic procedures.
Finally we would suggest that even at the comparatively higher rate of admission of 1.2%, hospital-based centres may provide better quality care for those patients who unexpectedly require more extensive surgery or multiple procedures which could be performed on the same day. This will improve resource utilisation, and ultimately will result in less inconvenience, less loss of worktime, and increased patient satisfaction as multiple admissions are rendered unnecessary and the patients are not exposed to multiple anaesthetics. Early hospital admission also reduces the likelihood of the patient presenting to an accident and emergency department at some time after the procedure, with the inevitable delay in instituting appropriate treatment.
